
Worksheet 10 – Precertification Scheduling Form 

 

Admin Training_WS 10_Precert Form_v.1.0_041308.doc       1 

Precertification Scheduling Form 
Authorized Person 
Last Name: First Name:  MI: 
Birth Date: Clinic: 

                                                                                                       Same as Street Address           Preference No Mailing 
Street  Address Mailing  Address 
Line 1: Line 1: 
Line 2: Line 2: 
Zip Code: City, State: Zip Code: City, State: 
 County:  County 
Referred From: Referral/Community Resource: 
Applicant 

Last Name First Name MI Birth Date Cat M/F Foster 
       
       
       

Area 
Code Phone Comment Prefer No Calls        No Phone 

     Family Size:   Migrant:  Y / N 
     Special Needs:                                         Homeless 
     Language:                                              Translator Required 

Appointments 
Applicant Name Appointment Type Appt. Date/ Time Clinic 

    
    
    

 


